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1. INTRODUCTION 


I deeply appreciate the great honour that you have bestowed 
upon me by inviting me to deliver the Father Tong Oration. 


I gratefully accept this honour and will endeavour to 
do justice to the memory of this dedicated volunteer who 
truly launched a noble movement. Since our present is so 
intimately linked with our past I will commence my oration 
- by taking you back in time and trace the growth of 
volunteerism in a systematic way from the past to the 
present. 


Man has walked the earth for over two million years. 
During this period he fought with and overcame many foes, 
as well as other destructive forces unleashed on him by 
Nature. And all through his battle for survival, illhealth, 
disease and death were his constant companions. But man 
Survived, and as the seventeenth century ended there were 
one billion human beings on our planet. This number 
doubled by 1930 and doubled again by 1975 to a staggering 
four billion. We now have over five billion people 
inhabiting Mother Earth. , 


This remarkable increase in numbers can be attributed 
largely to successes in the battle against disease and 
measures for preserving health that began to develop as 
civilization took root and man _ got organized into 
communities, giving up his itinerant and nomadic 
existence. The writings of several historians on the 
development of medicine and public health indicate very 
clearly the attempts that were made to overcome disease. 
and preserve health even in prehistoric times. 
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But what is of prime relevance to ny topic today is 
that, BOOrg ans to the renowned medical historian Dr Henry 
te Sigerist ‘Lt , there is evidence to suggest that mutual 
aid in times of disease was evident early in human history. 
This spirit of helping the sick and disabled was an early 
trait inherent in human nature. It continued to pass on 
from generation to generation. Even as civilizations, like 
those in Egypt, Greece, Rome, China and India, blossomed 
and faded, and new centres of civilization arose in 
Europe, there is evidence of hospitals and physicians 
attending to the sick. Similarly, there is also evidence 
of persons outside such organized health care systems 
showing concern for the sick and the disabled. This 
concern, which can be called the spirit of volunteerism, 
came into prominence in England and Kurope only at the 
time of the Industrial Revolution. But, in the cultures of 
the East, this spirit had a much longer history and 
tradition. However, with the advent of colonialism and the 
subjugation of the spirit of the people, it lay dormant 
for hundreds of years. It required men and women of vision 
and dedication to set free once again this spirit of 
volunteerism, and give it the right direction and meaning 
for, among other things, taking the message of health to 
the multitudes beyond the reach of conventional health 
services. 


One such visionary was Father James Tong. Born in the 
USA in 1913 he came to India in March 1940. It was a time 
of struggle and change in India and the mood of the people 
was receptive to new ideas. He spent two years teaching in 
Patna, followed by over a decade of serving the poor in 
many parts of India. In 195/ he was invited to take up the 
post of the Executive Director of the Catholic Hospitals 
Association of India. Desiring to spend his life in India, 
he applied for and acquired Indian citizenship in 1958. 
Having rendered yeoman service to the Catholic Hospitals 
Association of India (CHAI) for 17 years, he felt inspired 
to form a new association which would help all communities 
- Christian, Hindu, Muslim or any other. With this in 
view, he established first, along with others interested 
in the project, the Coordinating Agency for Health 
Planning in India, which, after four years, in 1974, began 


to function as the Voluntary Health Association of India 
(VHAI) and he headed the Association as the Executive 
Director for ten years. Having given his best to the poor 
and the downtrodden, always extending whatever spiritual 
and material assistance he could offer to provide succour 
to those in need, Father Tong passed away on the night of 
Sth August 1986. But his work and dreams live on, 
especially his dream of "Health For the Millions” of 
deprived people - a dream he articulated in a CHAI 
convention in 1973, which today has become the cherished 
goal of the world — HEALTH FOR ALL. 


Therefore, in honouring Father Tong, I will trace very 
briefly the role of volunteers and voluntary organizations 
in health movements in England and the western world, as 
well as in the countries of Asia. I will also place before 
you the vibrant message of hope for improving the health 
Status and the quality of life of countless millions all 
over the world, embodied in the World Health Assembly 
resolution on Health For All and the Declaration of 
Alma-Ata on Primary Health Care. Finally, I will suggest 
to you the key role that voluntary organizations and 
nongovernmental organizations, like VHAI and the Indian 
Hospitals Association, can play, in partnership with WHO, 
other UN agencies as well as national governments, in 
reaching the poor, the unreached and the underserved, so 
that together, in a spirit of cooperation, we can march 
towards the dream of Father Tong - Health For the 
Millions/Health For All. 


2. VOLUNTEER WORKERS AND ORGANIZATIONS: THEIR EVOLUTION, 
AND INVOLVEMENT IN HEALTH CARE 


Volunteerism of Religious Leaders and Kings 


The Concise Oxford Dictionary defines a volunteer as a 
“person who spontaneously undertakes a task". Spontaneously 
engaging in the care of the sick was encouraged by great 
religions and their leaders. Over two thousand five 


hundred years ago, Gautama the Buddha in India knelt 
beside a sick monk - ridden with festering sores, shunned 
by his fellows, and tenderly and carefully nursed his 
wounds. He exhorted his followers to look after the sick 
and gave pride of place to good health by saying "AROGYA 
PARAMALABHA" which means ‘health is the greatest acquisi- 
tion'. Not long afterwards in ancient Jerusalem, Jesus 
Christ showed his concern for the sick when he went among 
the lepers. 


There is no doubt that the importance given by such 
great religious leaders made the physician of two thousand 
years ago a highly respected person. In addition, the art 
of healing was sometimes embellished with royal lustre by 
kings who practised medicine. In Sri Lanka, King Buddhadasa 
was known as the Physician King, while two other kings of 
Sri Lanka, King Aggabodhi VII and King Parakrama Bahu were 
also piers who gave leadership in providing care to the 
sick. ‘4 


There are many other magnificient examples of 
charismatic leaders showing concern for the sick recorded 
in the annals of human history. Indeed, it can be the 
subject of a separate oration. 


Today I am highlighting such examples to underline the 
crucial role that dynamic leadership played in nurturing 
the trait of volunteerism in caring for the sick and to 
trace the path that led to the parallel movement of 
volunteerism in the promotion and protection of health. 


Pioneers in the Voluntary Movement 


That there was concern for preserving good health, as 
civilizations evolved, is clearly shown in the book "A 
History of Public Health" written in 1958 by George Rosen. 
He says; “Throughout human history, the major problems of 
health “that men have faced have been concerned witt 
community life, for instance, the control of transmissible 
disease, the control oof the physical environment 
(sanitation), the provision of water and food of goa 
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quality and sufficient supply, the provision of medical 
care and the relief of disability and destitution. The 
relative emphasis placed on each of these problems has 
varied from time to time, but they are all closely berated: 
and from them came public health as we know it today” 3), 


It is not possible to recount here the beginnings and 
the growth of sanitary and other public health measures 
from ancient to modern times. Suffice it to say that two 
thousand years before the Christian era the problem of 
procuring an adequate supply of drinking water for larger 
oe had, in considerable measure, already been 
solved‘=’. However, the growth of public health must be 
placed in its correct perspective, vis-a-vis, the origin 
of organized voluntary efforts in health promotion and 
protection, through the examples, practices and dedication 
of social-minded persons. 


In order to do this, let me take you to England, the 
foremost of the colonial powers in relation to the 
countries of our region. The movement for organized 
promotive and preventive health, as we know it today, 
began there, and as more and more countries in the East 
came under its domination, such movements spread to the 
colonies as well. 


It is more or less universally accepted that public 
health began in England with the pioneering efforts of Sir 
Edwin Chadwick who has indeed been called the Father of 
English Sanitation. But, as Sir Arthur S. MacNalty ‘4 
said in his Chadwick lecture in 1946, "a great forerunner 
of Edwin Chadwick in public health reform was Thomas 
More”. More was a leading legal luminary in the England of 
King Henry VIII. In September of 1510 as a young lawyer, 
Thomas More was appointed one of the Under-Sheriffs of the 
City of London. This office gave More an opportunity to 
advise the city fathers on measures of sanitary reform in 
which he was so deeply interested. In 1516, More published 
a book titled "Utopia". This book contained many allusions 
to the state of England at that time and advocated many 


desirable social reforms. In addition, the book is a 


remarkable treatise on public health administration. 
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Like so many social reformers in the history of 
mankind, in time Thomas More too incurred the wrath of his 
mentor, King Henry VIII. On lst July 1535 he was indicted 
for high treason, found guilty and executed at Tower Hall 
on 6th July. Three centuries later Edwin Chadwick in many 
ways rekindled the torch of public health reform which had 
fallen from the lifeless hands of Thomas More. 


Fdwin Chadwick too was a barrister-at-law, in the 19th 
century England. This was the high watermark of the 
Industrial Revolution which spawned new health problems 
and resulted in an unprecedented increase in the number of 
paupers. This era also saw the emergence of the concept of 
“bumanitarianism" which questioned the plight of those 
caught in the economic turmoil of that time. A leading 
figure of the humanitarianism movement was Jeremy Bentham 
who drew attention to the need for public health legis- 
lation in a book written by him called “Introduction to 
the Principles of Morals and Legislation”. Edwin Chadwick 
was inspired to take up the social reforms advocated by 
Jeremy Benthan. 


It was a period of change and confusion in England, 
and the voices of those concerned about the plight of the 
poor resulted in a Royal Commission being established in 
1832 to make a “diligent and full inquiry into the 
practical operation of the Poor Laws and for the relief of 
the poor in England and Wales" (> . Edwin Chadwick was a 
member of this commission together with Dr Southwood Smith 
and Dr Neil Arnott, the latter two also having being 
influenced by Jeremy Bentham. Their report in 1842 
culminated in the Public Health Act of 1848. 


In the three centuries that intervened from the period 
of Thomas More to Edwin Chadwick, Jeremy Benthan, 
Dr Southwood Smith and Dr Neil Arnott, there was a long 
line of social reformers whose work laid the foundation 
for the development of the public health movement. At 
first it was John Wesley and Methodism. Thereafter came, 
in close succession, John Howard with Prison Reforms 
(1773), Wilberforce with the Anti-Slavery Movement (1787), 
Romilly with his successive reforms for humanizing the 


> 


Criminal Law (1808-1818), Cobbett with Parliamentary 
Reform (1819) and Lord Ashley with Factory Agitation 
(1833). 


The efforts of such pioneers saw the public health 
system firmly in place by the middle of the nineteenth 
century together with a definite shift in thought towards 
the social aspects of health. 


It is not my intention to dwell any longer on the way 
in which large numbers of social reformers from Thomas 
More to Edwin Chadwick laid the foundations of public 
health slowly, but surely, in England. I took those 
examples because I believe they illustrate Strikingly a 
point I wish to emphasize: the pioneering spirit and 
voluntary zeal of social reformers, religious or lay 
persons, who strived unceasingly to improve the lot of 
the poor and the uncared-for groups of society. In more 
recent times, the examples of Dr Albert Schweitzer who 
gave 35 years of his life to serve Africa, and Mother 
Teresa in India who is carrying aloft the flame of 
volunteerism will no doubt inspire more and more people to 
take up voluntary service and keep alive this humane 
tradition. 


Individuals, however, can only show the way. Religious 
leaders, kings, lawyers, medical men and women have been 
catalysts and trail blazers. They, by the prominent 
positions they occupied in society during their times, 
focussed the attention of the masses on the need to care 
for the sick, and, at the same time, on the need to 
promote health and prevent disease, using the knowledge 
available. 


Such leaders in their time also played another role. 
Their examples activated impulses of charity towards the 
poor and the needy, deeply rooted in human nature, and 
motivated men and women to voluntarily associate 
themselves for the upliftment of less fortunate in their 
communities. So began the movement which gave rise to the 
formation of volunteer groups and organizations dedicated 
to fighting disease and promoting health. 


Evolution of Voluntary Organizations for Health Care 


The evolution of voluntary organizations bears a definite 
relationship with the public health movement that reached 
its peak in England in the closing decades of the 
nineteenth century, as well as with the new concepts on 
health and disease that evolved at that time. In other 
words, as the etiology of a disease was established, 
voluntary agencies focussed their efforts on maximizing 
this new knowledge in fighting the disease. Simultaneously, 
these voluntary agencies directed their efforts towards 
the battle against poverty and deprivation. In many 
instances such voluntary actions preceded, and indeed, 
stimulated government action in the health field. 


For example, in 1882, Koch announced his discovery of 
the tubercle bacillus as the etiologic agent of 
tuberculosis. Its implications for community action were 
immediately recognized in GEARS Britain, France and several 
other European countries. 6 Robent> sWea..Philip,eian 
Edinburgh physician, saw that “if the community as such 
was to benefit practically by the discovery, there 
appeared to be need of centralized effort in order to 
ascertain the extent of tuberculosis in a district, and to 
devise means for its limitation and prevention’. The 
result was the opening in 1887 of the Victoria Dispensary 
for Consumption, the first tuberculosis dispensary in the 
world. Philip's programme also included home visiting, 
health education and an occupational farm colony for 
patients. This pioneering endeavour was followed in 1898 
by the organization of the National Association for the 
Prevention of Consumption and other forms of Tuberculosis 
for the purpose of preventing the ravages of the disease 
in Great Britain.‘2’ Similarly, in the United States of 
America, the National Association for the Study and 
Prevention of Tuberculosis was formed in Atlantic City in 
June 1904, 66 


The birth of the voluntary agency and the nongovern- 
mental organization can thus be traced to the late 
nineteenth and early twentieth century. It commenced in 
England and soon spread to other European countries and 


the United States. In addition to tuberculosis, this idea 
of organizing and enlisting community support and action 
through a systematic campaign to control specific diseases 
soon spread to other fields, especially in the United 
States. I will mention a few examples: the National 
Committee for Mental Hygiene (1909), the American Society 
for the Control of Cancer (1913), the American Social 
Hygiene Association. (1914), and the American Heart 
Association (1922)‘®). on the other hand, the Salvation 
Army, which was founded in England by General Booth in 
1878(2) , also engaged in humanitarian work. 


We see, therefore, that the advent of the bacteriologi- 
cal era was the springboard for the evolution and growth 
of what we see today as voluntary and nongovernmental 
organizations. The work done by them, supplementing 
government programmes, helped to reduce mortality and 
morbidity due to many communicable diseases. But there was 
another factor which also helped to reduce infections and 
promote health. The pioneering efforts of Thomas More, 
Edwin Chadwick and others resulted in the improvement of 
public sanitation facilities, including sewage and refuse 
disposal and the provision of better housing and safe 
water. These advances and programmes to promote health and 
prevent diseases resulted, as I said earlier, in the world 
population increasing from one billion in 1800 to two 
billion in 1930. This burgeoning population brought with 
it new problems, especially in relation to the health of 
mothers and children. 


In 1914-1915 Margaret Sanger coined the term "birth 
control" (8), which was superseded by “family planning" 
and later by the term “planned parenthood". Other pioneers 
in the field included Marie Stopes and Annie Besant who 
later spent much of her life in India. International work 
on planned parenthood gathered momentum from 1920 with 
Margaret Sanger travelling widely to promote it. This 
resulted in the formation of the International Committee 
on Planned Parenthood in 1948. In 1952, this committee was 
renamed as the International peaaned sFateoweeg Federation 
(IPPF) at a conference in Bombay‘=’. Today the IPPF is 
the world's leading voluntary family health care 
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organization, working to promote and provide family 
planning services throughout the world. It is a federation 
of member organizations which work in 125 countries. In 
fact, these efforts of philanthropists and voluntary 
organizations paved the way and stimulated governments and 
4nternational organizations to launch world-wide family 
planning programmes as we see today. 


Voluntary Organizations in South-East Asia 


While these developments were taking place in Great 
Britain, Europe and the USA, movements for establishing 
voluntary and nongovernmental organizations had begun in 
India, as well as in other countries of the South-East 
Asia Region. Voluntary action is ingrained and inbuilt 
into the culture and social milieu in this part of the 
world. Thus, Christian missionaries and other’ social 
reformers obtained spontaneous support, enthusiasm and 
involvement of the local population in their efforts. The 
voluntary movement which was rekindled in the nineteenth 
century continued to gather momentum. Today, in almost 
every country of the South-East Asia Region of WHO there 
are numerous nongovernmental and voluntary organizations 
working with governments and people in the field of health 
care. 


In India alone there are hundreds of nongovernmental 
organizations (NGOs) working in health field out of which 
many are working closely with WHO in the fields as diverse 
as leprosy, tuberculosis, mental health, prevention of 
blindness, family planning, etc. The work done by such 
NGOs is documented in the Encyclopaedia of Social Work in 
India (1968). 


Similarly, the Sarvodaya Movement and Mahila Samithi 
in Sri Lanka, the Family Welfare Movement in Indonesia and 
the National Council of Voluntary Organizations in Nepal 
and hundreds of similar organizations in other countries 
are involved in assisting the national authorities in 
providing health care to the people. 


14 


We see therefore that commencing towards the close of 
the nineteenth century and gathering great momentum as the 
twentieth century advanced, voluntary and nongovernmental 
organizations joined in common endeavour with government 
health services, in practically all countries, to utilize 
the benefits of the great bacteriological and immunological 
discoveries to ease the burden of illhealth and disease. 
The successes were many and there is no doubt that great 
changes for the better occurred. But still, for millions, 
as the eighth decade of this century dawned, Father Tong's 
dream of Health For the Millions seemed unattainable. 


Challenge of Taking Health to the People 


What were the challenges that loomed in front of health 
workers both in the government as well as voluntary 
agencies in the seventies? Colonial empires had vanished. 
In their place were large numbers of newly independent 
nations. The world was divided economically into 
“developed” and “developing” nations - the former colonial 
powers falling into the first category and the former 
colonies into the second. The gap between the health of 
people in the developed and the developing nations was 
vast. In 1974, Kenneth Newell described the situation 
succintly and aptly, and I quote: 


“The majority of the rural populations of the 
world do not have sufficient food to enable them 
to have a normal growth and development; one out 
of four of the children of many groups dies before 
the age of one year; epidemic and endemic communi- 
cable diseases are a day-to-day reality; and may 
be 80% of these people have little or no contact 
at all with what we call health technology, which 
is so often quoted as a shining example of 
peassaiey ) man's technological ingenuity and 


progress ‘=’, and unquote. 


At the macro-level then the picture was dismal. The 
World Health Organization, formed with:great optimism and 
hope in 1948, the dedicated leaders of the. suenaias nations 
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comprising the “developing world" and the committed 
voluntary and nongovernmental organizations, looked around 
for a ray of hope. The answer seemed to lie not at the 
global level, but at the micro or community level where, 
during a 30-year period commencing in the forties, a 
number of effective health programmes reaching the poorest 
people in rural areas had been developed by governments 
and voluntary agencies in countries as aoe Gi as Cuba, 
Indonesia, China, India, Nigeria, and Guatemala ‘12. 


Emboldened by these examples of “Health by the People”, 
the Member States of WHO at the World Health Assembly in 
1977 took up the challenge of providing to all the people 
a level of health that would, by 2000 A.D., enable them to 
lead a socially and economically productive life. This 
objective was further interpreted by the Executive Board 
of WHO in 1978 to mean "an acceptable level of health for 
all", which came to be known as Health For All by the Year 
2000, (LL 


3. PRIMARY HEALTH CARE APPROACH TO REACH 
HFA/2000 GOAL 


The seventies can be viewed as a watershed for the future 
direction of development in health and health services. 
The question that begged an answer was: how can _ the 
exciting achievements of science and technology be applied 
to improve the health status of the countless millions for 
whom they were not affordable and not accessible through 
the conventional delivery systems? In other words, how 
were the nations of the world to make "Health For All” a 
tangible reality for all their people? 


It was in order to find answers to these questions 
that delegations from 134 Member States of WHO, 
representatives of 6/7 United Nations organizations, 
specialized agencies and nongovernmental organizations 
attended the International Conference on Primary Health 
Care in Alma-Ata, USSR, in September 1978 13), 


is 


It is said, “whatever we do becomes history the moment 
we have done it"\12), tn this sense the Declaration of 
Alma-Ata became synonymous with one of the great public 
health movements of history - the Health For All movement. 
It set out a challenge to the entire world community. A 
challenge to break with the past and have the courage to 
translate concepts of Primary Health Care (PHC) as stated 
in the Declaration into working realities. The Declaration 
urged that the PHC approach be used for reducing the 
widespread disparities in health and health services that 
formed an appalling record of neglect and deprivation in 
many parts of the world at that time. In other words, the 
HFA movement really began with the Declaration of Alma-Ata. 


In 1978, Member Countries of WHO embarked on a 
challenging mission in their quest for equity, enshrined 
in these stirring words of the Declaration of Alma—Ata: 


“The existing gross inequality in the health 
status of the people particularly between 
developed and developing countries as well as 
within countries is politically, socially and 
economically unacceptable and ck therefore, of 
common concern to all countries" 13), 


I do not think it is necessary to dwell at length on 
the details of PHC. What I wish to place before you in 
brief are the five pillars on which the PHC approach is 
based. I believe that they should always be kept in the 
forefront, especially now as the journey towards etic 


has reached a momentous stage. The five pillars are: j 
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- Community Involvement 

- Intersectoral Coordination 
- Appropriate Technology 

- Focus on Prevention 


The other dimensions of PHC are, of course, its 
different levels and the essential health service elements 
that are delivered through PHC, in a manner acceptable and 
affordable to the people. Thus, the PHC approach is a 


- Equity i lA 
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_three-dimensional composite entity and not just’ the 
extension of health care services at the periphery. In 
truth, translating the concept of PHC into reality would 
make total health care accessible to all, particularly 
those in greatest need right upto the home and family 
level and not merely limited to health facilities. The five 
pillars of the PHC approach are all equally important and 
mutually supportive. But of then, community involvement is 
so very close to the underlying philosophy and approaches 
of voluntary and nongovernmental organizations. Voluntary 
organizations and NGOs work with people. They understand 
the needs of communities and so could form a bridge 
between communities and health professionals. 


They can work together with the national health system 
to mobilize community involvement, and help’ resolve 
differences that so often arise when the views of health 
professionals about community needs are in conflict with 
people's perceptions. : 

Therefore, the Alma-Ata Declaration sets out a 
challenge not only to WHO and the Member States, but also 
to all voluntary and nongovernmental organizations. We all 
realize that the PHC approach was intended to facilitate a 
continuing relationship and dialogue with persons and 
families. Primary health care was intended, in short, to 
be the key to Health For All. 


Member States of WHO took up the gauntlet thrown at 
Alma-Ata with boldness and optimism. National, regional 
and global strategies were developed and implemented. 
These strategies were periodically monitored and evaluated. 
New initiatives were developed, and, most importantly, 
political commitment was strikingly evident. Another 
significant aspect was that in all these efforts voluntary 
and nongovernmental organizations worked closely with the 
government sector at all levels. 


Ten years passed. The year 2000 is now only twelve 
years ahead - not twenty-two as it was in 1978. What had 
been achieved? What were the successes? What were the 
failures? 
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To find answers to these questions, a meeting was held 

"in Riga, USSR, in March 1988. It brought together experts 

from all WHO Regions as well as representatives of UNICEF, 
UNDP and nongovernmental organizations. 


This meeting concluded that "most countries have made 
Considerable gains “in increasing ~ the  eqtiity~ “ad 
effectiveness of health services and in improving the 
health and wellbeing of their populations” (14), 


Some striking examples of LabeaeeReney in coverage, 
effectiveness, and quality of programmes were highlighted. 


- Many countries based their national health 
policies on the concepts of Health For Al1l, 
emphasizing health promotion, including improve- 
ments in life styles, and  decentralizing 
initiatives to districts, cities and local 
communities. 


- Immunization rates increased from about 5% of 
children in developing countries in 1970 to 
more than 50% in the late 1980s. . 


- Decreasing infant, under-five and _ maternal 
mortality rates were evidence of remarkable 
progress: in many countries, under-five 
mortality ae decreased by more than 50% 
since 1950. (14 


These were indeed creditable achievements. It became 
-  erystal clear even to the cynics that Health For All 
through PHC was not just wishful thinking or a wistful 
drean. It had indeed become a workable, feasible and 
practical way to improve the health status and quality of 
life of people, and not a mere slogan supported annually 
from the podium of the World Health Assembly. It became 
apparent that though PHC is a difficult and tortuous path, 
_ it is nonetheless a real and visible path. What was needed 

was the will to tread this path with true commitment and 

' dedication. The achievements indicated that commitment and 

dedication is gradually building up. Still, there is a 
_ long way to go and much remains to be done. 
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For example, the Riga Meeting noted that despite _ 
widespread progress, the gains were not uniform either 
between countries or within them. A number of the least 
developed countries had made only very limited progress: 
their infant, young child and maternal mortality rates and 
related morbidities remained umacceptably high. Health 
problems were also inches Ea serious in large urban 
populations steeped in poverty. (14) : 


Therefore the overall picture in 1988 was variegated: 
remarkable gains by many countries, modest gains by others 
and for a few, tragically negligible or no progress at all. 


Therefore the meeting at Riga called for ‘careful 
assessment and more vigorous application of current 
approaches, as well as new approaches, new ot Ue new 
mechanisms, new partnerships, and new resources mee” ‘ 


Partnership with voluntary agencies and nongovernmental 
organizations is one area where more vigorous application 
is needed. Though the partnership is not new, realignment 
in working together is called for. 


At this stage, let me digress and recapitulate the 
history of WHO's’ relationship with voluntary and 
nongovernmental organizations. This will enable me to 
suggest how voluntary organizations and nongovernmental 
organizations could work as partners with WHO and Member 
Countries in the coming decade within the framework of the 
conclusions of the Riga Meeting. 


4. VOLUNTARY ORGANIZATIONS AND NGOs AS PARTNERS WITH 
WHO AND MEMBER STATES TO ACHIEVE HFA/2000 


Article 71 of the Constitution of WHO states ‘The 
Organization may, on matters within its competence, make 
suitable arrangements for consultation and cooperation 
with non-governmental international organizations and, 
with the consent of the Government concerned, with national 


ty 


_organizations, governmental or non-governmental" (15), 
Accordingly, the very first World Health Assembly held in 
Geneva from 24 June to 24 July 1948 adopted a resolution 
(WHA1.130) on the working principles relating to 
relationship with nongovernmental organizations. This 
resolution detailed very comprehensively the 


- criteria which should be met before an NGO could 
be regarded as being eligible for relationship 


- procedures for admitting organizations into 
relationship 


= ae rs conferred by relationship with 
wuo, (16 


The working principles adopted in 1948 were amended by 
the Third, Eleventh, and Twenty-first World Health 
Assemblies (resolutions WHA3.113, WHA11.14 and WHA21.28). 
The Thirty-eighth World Health Assembly further revised 
the working principles (WHA38.31) which were again revised 
by the Fortieth World Health Assembly (WHA40.25). Such 
repeated revisions highlight the fact that the relationship | 
between NGOs and the Member States and WHO has been close, 
continuous and very dynamic, esrowing from Strength to 
strength over the years. 


ral 


Essentially this relationship takes one or two forms. 


The first is “official relationship”. This is the only 
recognized category of formal relations between WHO and 
NGOs. The other is what is referred to as the “working 


relationship" and it is of an informal nature. (1/7 


An important criterion for NGOs to be admitted into 
official relations with WHO is that the main area of 
competence of the NGO should fall within the purview of 
WHO. The aims and activities of the NGO should be in 
conformity with the spirit, purposes and principles of the 
Constitution of WHO. These aims and activities. should 
focus on development work in health and health-related 
fields, and be free from concerns which are primarily of a 


* 
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commercial or profit-making nature. More importantly, the 
activities of NGOs should be relevant to and have a 
bearing .on the implementation of the health-for-all 
strategies as envisaged in the Global Strategy for Health 
For All by the Year 2000 and the WHO General Programme of 
Work Covering a Specific Period. (17 


The NGOs conforming to this criterion are normally 
international in structure and scope. \1/ The 
International Committee of the Red Cross, the World 
Federation of Public Health Associations, and the Aga Khan 
Foundation are a few examples. In exceptional cases, a 
national organization, whether it is affiliated to an 
international NGO or not, may be considered for admission 
into official relations in consultation with and subject 
to the recommendations of the WHO Regional Director and 
the country concerned. ‘=~ 


NGOs and voluntary organizations could also establish 
informal, working relations with WHO. Working relations 
are entered into by an exchange of letters, usually after 
initial contacts have been established with an NGO through 
exchange of information and reciprocal participation in 
technical meetings. This type of informal relationship can 
lead to official relations after a joint assessment of the 
outcome of the collaboration. \1/ 


IT must also remind the distinguished audience that 
many NGOs and voluntary groups work directly with the 
government at different levels of the health system. 
Indeed, WHO always seeks the concurrence of the national 
government whenever NGOs with whom the Organization has 
official and working relationships are to be utilized 
within a country. 


Based on the global strategy and the decisions of 
Member States at the World Health Assembly the collabora- 
tive activities between NGOs and WHO continued to grow, 
covering almost all WHO priority programme areas. These 
range from dissemination of information, through NGO 
networks and data collection in support of specific 
activities, to organization of training courses for all 


Lo 


_ categories of health workers. NGOs also continued collabo- 


ration in specific health programmes, like the control of 
tuberculosis, leprosy and cancer as they had done tradi- 
tionally since the late nineteenth century. Collaboration 
with NGOs in programmes on cardiovascular diseases, mental 
health and oral health were also developed. In addition, 
groups of NGOs have combined to work with WHO in specific 
areas, such as infant and young child feeding, maternal 
and child health, family planning, prevention of lindness, 
aging, alcohol and drug _ abuse, etc., 18 ‘ These 
activities are all related to the eight essential elements 
of PHC and the NGOs and voluntary organizations are 
playing a very useful role in these areas. 


During the past forty years, WHO's collaboration with 
NGOs has systematically expanded and today there are over 
150 international nongovernmental organizations in 
official relations with WHO. ‘== 


The WHO Regional Office for South-East Asia, in 
collaboration with the eleven Member States of the Region, 
has been in the forefront in promoting the involvement of 
voluntary organizations and NGOs in health development 
within the framework of primary health care. 


The lead came from the Ministers of Health of the 
countries of the Region themselves. At their fourth 
meeting in September 1984, they unanimously agreed that 
NGOs constituted a valuable resource and played a 
Significant role in promoting health care. Then, at their 
fifth meeting in 1985, they agreed that countries should 
take steps to exploit fully the potential and supportive 
role of NGOs in motivating, involving and mobilizing 
community support for the Seyoren tation of national 
health-for-all strategies. 19 Such clear-cut 
declarations of political will and goodwill for involving 
NGOs and voluntary organizations as partners in health 
development augur well for the countries and WHO for their 
future relationship. 


Thus, the relationship between Member States, WHO and 
NGOs, including voluntary organizations, is spelt out very 


20 


clearly indeed. Now the stage is set to strengthen these 
links for the common good. The final decade of the 
twentieth century is almost upon us. The meeting at Riga 
helped to focus attention on the range of persisting 
problems hindering the achievement of a healthier life for 
all our people. In March 1989, WHO, together with other 
agencies, invited the countries of the South-East Asia 
Region to examine the challenges posed at Riga and to 
decide on the directions that should be taken to deal with 
the problems and accelerate the progress towards Health 
For All. 

What are the actions to be taken? How can WHO and the 
countries working together with voluntary organizations 
influence the future direction of the Health-For-All 
movement within this framework? 


5. TAKING HEALTH TO THE PEOPLE —- FUTURE ACTION 


The Action Areas 


The Riga Meeting succeeded in making the complacent sit up 
and take notice of developments in health. It was clearly 
shown that achievements have not percolated equitably 
between countries and within countries. To put simply, it 
meant that some segments of the population in all countries 
are still living far below the acceptable standards of 
health. They still lack adequate income, nutrition, 
education, sanitation, safe drinking water, and comprehen- 
sive health care. They are the underserved and _ the 
unserved - living in deprivation despite the best efforts 
of the government machinery. These are the unreached 
segments of the population. 


The message from Riga was loud and clear. It said, 
"Maintain and consolidate your achievements - but also 
devise new actions and approaches to spread these gains 
among all". Riga re-emphasized that the word "All" in 
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“Health For All" means everyone without exception. In 
other words, the call from Riga urged the countries to 


give life and meaning to the term ‘equity’. 


The Riga meeting suggested ten action areas to achieve 


health for all. These are: 


(1) Maintain Health For All as a permanent goal 
of all nations upto and beyond the year 2000; 


(2) Renew and strengthen Strategies for health 


for ais: 
(3) Intensify social and political actions for 
health; 
(4) Develop and mobilize leadership for health 
for all; 4 
ny 
| 
(5) Empower people; a 
h 
_ 
(6) Make intersectoral collaboration a force for “ = 
health for all; io 
> 
(7) Strengthen district health systems based on = <= 
PHC; = PS 
‘ 
(8) Plan, prepare and support health personnel § & 
for health for all; oo 


(9) Ensure the development and rational use of 
Science and technology; 


(10) Overcome proplens) that have continued to 
resist solution“ < 


There is no order of priority among these action 
areas. Each is equally important and inter-related. Take, 
for example, problems that continue to resist solutions. 
They include high infant, child and maternal mortality, 
abuse of substances such as tobacco and alcohol and the 


OAATR 


re-560034 
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imbalance between population growth and environmental and 
socio-economic resources. Underdevelopment or imbalances 
in development have also been identified as ma jor 
contributing factors for the very limited progress in 
these “reaalt20) 


Looking again at the action areas, it is self-evident 
that all of them need considerable inputs if any progress 
is to be achieved in overcoming resistant problems. And in 
each area new approaches are needed: new ways of analysing 
the problems, new approaches to field-based research, new 
forms se oO with other sectors and new scales of 
action. 20 


In all of these areas, voluntary and nongovernmental 
organizations can provide national governments with 
valuable inputs and expertise in men, material and money. 
This would lead to their becoming intimately involved in 
the HFA movement in the coming decade. 


Let us, for example, take the question of “Empowering 
the People". Voluntary organizations can assist in 
providing people with information, technical support and 
decision-making possibilities. This would enable people to 
share in opportunities and responsibilities for action in 
the interests of their own health. In empowering people, 
the role of women must be given special attention. Women 
should WGN tas control over their own lives, bodies and 
families (29 . Community involvement, which is ae key 
principle of PHC, cannot truly blossom forth without 
empowering people. And involvement of communities in 
primary health care is not just an ethical nicety; it is a 
technical and social necessity. Father James Tong had this 
to say on this issue: "The more we ponder the unrealized 
rights of the 300 million people in India, below the 
poverty line, the more VHAI turns in the direction of 
social justice in the provision of health care. 
Simultaneously, we realize that no amount of mere doing 
for the people will succeed. People need the service of 
stimulation and organization among themselves to demanc 
their rights and to become competent to accept and benefit 
by them when they become realizable”. ‘== 
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In many other action areas too, voluntary organizations 
and NGOs have, and can play a key and decisive role. 
Intensifying social and political action for health, 
mobilizing leadership and encouraging intersectoral 
collaboration are some of these areas. The setting for the 
action will be the “district™ level. In such well- 
demarcated and manageable units your organizations, both 
in urban as well as rural areas, can be extremely useful 
and effective because of their flexibility and _ the 
availability of local representatives at this level. 


The Way to Action 


Within the next few years all governments will redouble 
and renew their efforts to achieve HFA, based on the Riga 
perspectives. This is already evident in the countries of 
this region. At the meeting held in New Delhi in March 
1989 to discuss and agree on plans of action, it was 
decided that voluntary and nongovernmental organizations 
will have a key role to play. The precise contribution 
each organization can make will depend on the scope of 
activities in which it is engaged in any particular 
country. For example, professional organizations can 
assist in defining the role of their members in support of 
primary health care. Technical organizations responsible 
for one or more of the components of primary health care 
can participate in local and intermediate level activities 
aimed at carrying out specific programmes. Broadly—based 
associations or groups organized for a particular purpose 
(e.g. women's organizations, educational institutions, 
trade unions, etc.) can be involved actively in associated 
promotional, educational and organizational activities. 
Agencies engaged in various types of self-help, economic 
and social development programmes can be invited to share 
their experiences, as well as adopt specific primary 
health care activities being promoted for nation-wide 
application. Finally, organizations - engaged in 
comprehensive health care programmes can be entrusted to 
fill those tasks pha the national scheme at the local 
or district level. ‘22 
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In order to utilize maximally the voluntary organiza- 
tions and the NGOs, new coordinating mechanisms will have 
to be developed in the countries. Such mechanisms must be 
workable and based on mutual understanding. The task today 
before all of us - WHO, governments and NGOs - is to take 
health to the people, in a spirit of cooperation and not 
in a spirit of competition. Our concern should be for the 
people and to reduce human suffering urgently. The example 
of Father Tong must be like a beacon to all. WHO will 
enthusiastically collaborate with, and willingly provide 
full technical support for all initiatives taken by, 
governments and NGOs to build up such practical mechanisms 
and forge bold new alliances. 


The Need for Action Now 


The main thrust of the HFA movement in the coming decade 
must of necessity be concentrated on the 'poorest of the 
poor’ in a spirit of equity and social justice. Together 
with our Member States, voluntary organizations and NGOs, 
WHO too has an inherent role to play in this movement. To 
quote John H. Bryant “In one sense, WHO's concern for the 
poor is above priorities. Priorities have to do with 
choices. WHO has moved beyond such choices. By virtue of 
its own internal ethic it has permanently committed itself 
to serving the poor. It takes care of the world with one 
hand, and of the poor with the other. We have something to 
say about. what is done with the hand that reaches to the 
7oen +6 


The hour of action, therefore is not tomorrow, but 
right now. It is indeed a big challenge. Visionaries like 
Father Tong showed the way. Those who follow now must take 
up this challenge and bravely carry aloft the torch he lit 
with dedication and commitment. Let us not let him down. 
Let us continue with renewed vigour and determination. 


9. 


10. 
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